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www.sciencedirect.comEDITORIALAfrica should be taking responsibility for emergency
medicine in AfricaAs an emergency physician there are a few things that leave me
(Stevan) feeling utterly powerless and frustrated: these include,
but are not limited to, having to deal with those severely in-
ﬁrm, elderly patients who should really be made comfortable,
but instead are being worked up for all sorts with no expense
spared; explaining to junior doctors that there is no such thing
as a ‘‘full set of bloods’’, and telling patients off for ‘‘just pop-
ping in’’ with some trivial complaint. But then again it’s no
wonder, since I have been working in a state-of-the-art
Emergency Centre (EC) in the United Kingdom (UK) for
the last few years. Our unit mainly deals with the medical re-
sult of an aging population with a bit of minor injury on the
side, even less blunt trauma (mainly due to road trafﬁc colli-
sions) and the occasional excitement when we have to perform
advanced life support (brieﬂy) for the cardiac arrest victims
from nursing homes. I can get a full body CT done in less than
45 min, a head CT in less than 30 min and request any blood
test which you can care to think of. There are approximately
forty medical staff working for the EC and a full hospital trau-
ma call summons around half-a-dozen more bodies to assist
with various parts of the primary survey.
In contrast, a busy South African (SA) EC sees roughly the
same number of patients as Stevan’s UK counterpart does, but
with less than one-third of the medical staff members. The case
mix will generally have HIV related illness and penetrating
trauma competing for ﬁrst place, with a generous helping of
tuberculosis related illness and emergencies related to un-
healthy lifestyles. We do not deal with minor injuries: these
are referred to the 24-h clinics for treatment. Most units have
no CT scanner on site and we rely on our clinical acumen to,
say, exclude contra-indications for lumbar puncture2211-419X  2011 African Federation for Emergency Medicine.
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in triage). Our resources are outstripped on a daily basis and
it is not uncommon for patients with relatively lower priority
complaints (think penetrating chest injury, but with the chest
drain inserted at the clinic before referral) to wait in the wait-
ing room for several hours before being attended to. Referrals
from these clinics are dispassionately referred to as ‘‘the dump
at ﬁve’’ as the highest inﬂux of patients comes at this time of
the afternoon, either as walk-in referrals or via inter-hospital
transfers: this can increase the workload by around 20–30
new cases within 30 min.
We are well aware that, by the standards of many African
countries, this sounds rather typical, for others it is better than
they can provide. The difference between ECs in a developed
country, such as the UK, and those in an African country
could not be more apparent. Africa has somehow been given
a good beating when it comes to not coping with emergencies,
starting back with the colonial scramble for Africa between
1881 and 1914, which led to the start of more than a century
of foreign dependence.1 When the yoke of being subordinate
to a foreign state was exchanged with independence and self-
rule, it was replaced with another form of foreign dependence:
aid. But dependence has never been a great stimulus for foster-
ing responsibility, and Africa should know. Despite involve-
ment from foreign nations, the United Nations and various
aid organisations, Africa is now more dependent on foreign
aid than at any point in history.2 On top of this, African soil
sees 88% of the world’s conﬂict related deaths.3 According
to the World Health Organization, the top 10 causes of death
in Africa includes both uniquely African emergencies (such as
the complications of HIV/ AIDS, malaria, diarrhoeal illness
and tuberculosis) and more familiar emergencies such as lower
respiratory tract infections, road trafﬁc collisions, cerebrovas-
cular and ischaemic heart disease.4 Difﬁculties in providing
emergency care are further compounded by the net medical
migration away from Africa. Despite all of this, we, the edi-
tors, are convinced that the solutions to Africa’s emergency
medical issues lie within Africa. In order to move productively
forward, Africa needs to take responsibility for its emergency
health care needs.
The ﬁrst steps towards this came from SA, with the ﬁrst post-
graduate emergency medicine training programme in Africa set
2 Editorialup in 2001. Other countries have since followed suit, or are
about to, including (amongst others) Botswana, Tanzania, Ma-
lawi, Ethiopia and Ghana. Clearly both the emergency care
training needs of, and the research generated through these
new institutions will be different from that of developed na-
tions. It will focus on practical solutions for the unique prob-
lems within Africa’s resource strapped environment. Africa
faces African problems, and needs an African academic journal
which can communicate its innovations, successes, advances
and ideas in a quality medium that will stand up to international
scrutiny. TheAfrican Journal of EmergencyMedicine has taken
up this challenge to inform the practice of emergency care
throughout Africa and highlight this unique approach to the
rest of the world.We therefore invite you to consider this launch
issue as the ﬁrst fruit from a decade of nurturing our responsi-
bility to take the lead, and as a challenge to take ownership for
our continent’s emergency care needs. This journal is for you,
and needs your inputs; we look forward to receiving and
publishing your African emergency care papers.Contribution
S.R.B. wrote the ﬁrst draft. All authors contributed to the ﬁnal
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